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Objective:	  	  To	  assess	  how	  the	  Centers	  of	  Excellence	  in	  Maternal	  and	  Child	  Health	  Education,	  Science	  and	  Practice	  (COEs)	  are	  addressing	  abortion	  in	  their	  programs’	  foundational	  courses	  and	  overall	  Maternal	  and	  Child	  Health	  (MCH)	  graduate	  curricula.	  	  
Methods:	  	  Between	  January	  and	  March	  2017,	  a	  descriptive	  study	  was	  conducted	  with	  faculty,	  staff,	  and	  students	  from	  the	  13	  Centers	  of	  Excellence	  in	  Maternal	  and	  Child	  Health	  Education,	  Science	  and	  Practice.	  Review	  of	  syllabi	  and	  discussions	  with	  faculty	  were	  used	  to	  categorize	  abortion	  coverage	  as	  transparent	  or	  discrete.	  
Results:	  	  One	  of	  13	  Centers	  of	  Excellence	  in	  Maternal	  and	  Child	  Health	  Education,	  Science	  and	  Practice	  (COEs)	  programs	  transparently	  addresses	  abortion	  in	  their	  foundational	  course(s).	  Seven	  of	  thirteen	  COEs	  have	  discrete	  inclusion	  in	  their	  foundational	  course(s).	  	  All	  programs	  address	  abortion	  in	  some	  capacity	  though	  no	  standard	  exists	  to	  ensure	  abortion	  inclusion	  in	  MCH	  graduate	  curricula.	  
Conclusion:	  	  The	  Centers	  of	  Excellence	  in	  Maternal	  and	  Child	  Health	  Education,	  Science	  and	  Practice	  should	  incorporate	  abortion	  in	  foundational	  courses	  and	  electives	  more	  transparently	  to	  educate	  students	  on	  how	  to	  engage	  with	  complex	  public	  health	  issues	  while	  mitigating	  the	  negative	  effects	  of	  stigma	  on	  those	  most	  in	  need	  of	  services.	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Introduction	  High	  quality	  sexual	  and	  reproductive	  health	  and	  rights	  (SRHR)	  are	  a	  fundamental	  component	  of	  healthy	  populations.	  Abortion	  is	  an	  integral	  part	  of	  the	  continuum	  of	  women’s	  reproductive	  health,	  affecting	  the	  health	  and	  wellness	  of	  families	  and	  communities	  locally	  and	  globally.	  It	  is	  also	  one	  of	  the	  safest	  and	  most	  common	  procedures	  that	  comprise	  women’s	  reproductive	  health	  care.1	  Abortion	  care	  is	  especially	  salient	  in	  a	  global	  context	  as	  evidence	  demonstrates	  that	  8-­‐18%	  of	  global	  maternal	  deaths	  are	  due	  to	  unsafe	  abortion,	  resulting	  in	  about	  44,000	  deaths	  annually.2	  Although	  often	  deemed	  a	  “content	  area,”	  few	  public	  health	  topics	  are	  as	  polarizing	  in	  the	  public	  narrative.	  Public	  health	  professionals	  play	  a	  critical	  role	  in	  shaping	  public	  policy	  and	  influencing	  the	  discourse	  surrounding	  health	  issues.	  Because	  of	  the	  interrelated	  nature	  of	  health,	  economic,	  and	  social	  wellness,	  public	  health	  professionals	  need	  to	  be	  equipped	  to	  understand	  and	  critically	  think	  about	  the	  need,	  health	  implications,	  and	  larger	  consequences	  of	  restricted	  abortion	  access	  domestically	  and	  globally.	  As	  a	  controversial	  issue	  that	  raises	  questions	  about	  morality,	  it	  is	  imperative	  that	  students	  acknowledge	  and	  explore	  the	  complexity	  of	  abortion	  in	  order	  to	  become	  effective	  communicators	  and	  leaders	  in	  the	  field,	  putting	  public	  health	  needs	  before	  politics.	  While	  some	  topics	  in	  the	  dynamic	  field	  of	  Maternal	  and	  Child	  Health	  (MCH)	  are	  openly	  and	  easily	  discussed,	  others	  are	  not	  as	  visible	  or	  remain	  neglected	  for	  various	  reasons.	  Ignoring	  less	  prominent	  or	  more	  controversial	  issues	  subsequently	  prohibits	  the	  free	  sharing	  of	  knowledge	  and	  skills	  among	  public	  health	  practitioners.	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This	  “siloed”	  knowledge	  results	  in	  negative	  downstream	  effects	  of	  restricting	  access	  and	  awareness	  of	  services	  for	  the	  most	  vulnerable	  people	  in	  need.	  Abortion	  is	  one	  of	  those	  issues.	  	  The	  abortion	  rate	  in	  the	  United	  States	  reached	  an	  all-­‐time	  recorded	  low	  in	  2014	  due	  to	  an	  increase	  in	  more	  consistent	  use	  and	  more	  reliable	  forms	  of	  birth	  control.3	  Despite	  that	  decrease,	  on	  a	  global	  level,	  research	  indicates	  that	  obstructing	  abortion	  access	  does	  not	  diminish	  the	  number	  of	  abortions,	  but	  results	  in	  an	  increase	  in	  unsafe	  or	  illegal	  ones.4	  Since	  1982,	  the	  number	  of	  doctors	  who	  perform	  abortions	  decreased	  by	  37%,	  which	  can	  be	  linked	  to	  the	  lack	  of	  clinical	  training.5	  A	  2005	  survey	  confirmed	  the	  lack	  of	  formal	  training,	  indicating	  that	  55%	  of	  medical	  schools	  offer	  no	  clinical	  exposure	  to	  abortion	  care.5	  Without	  proper	  health	  professional	  education,	  people	  in	  need	  cannot	  access	  or	  undergo	  proper	  care	  safely	  or	  easily.	  	  Though	  there	  is	  some	  research	  on	  abortion	  training	  and	  curricula	  inclusion	  in	  medical	  and	  nursing	  programs,	  there	  is	  almost	  nothing	  in	  regards	  to	  abortion	  inclusion	  in	  MCH	  or	  public	  health	  programs.6–8	  Just	  as	  the	  decline	  in	  trained	  professionals	  has	  had	  no	  effect	  on	  the	  number	  of	  individuals	  in	  need	  of	  abortions,	  restricting	  knowledge	  will	  only	  produce	  a	  weakened,	  under-­‐skilled	  work	  force	  of	  public	  health	  professionals.	  Insight	  from	  informal	  student	  discussions	  at	  this	  study’s	  home	  institution	  confirmed	  a	  broad	  array	  of	  interests	  in	  reproductive	  justice	  and	  family	  planning	  with	  abortion	  perceived	  as	  an	  integral	  component	  to	  properly	  addressing	  this	  domestically	  and	  internationally.	  One	  MCH	  student	  stated	  her	  frustration	  with	  the	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lack	  of	  inclusion	  in	  her	  foundational	  courses,	  stating,	  “This	  [reproductive	  health	  and	  rights]	  is	  why	  most	  of	  us	  are	  here.”	  Another	  MCH	  student	  with	  a	  background	  in	  abortion	  advocacy	  reported	  that	  during	  an	  open	  discussion	  day	  in	  the	  foundational	  course,	  about	  20	  students	  out	  of	  a	  class	  of	  48	  gathered	  to	  discuss	  the	  topic	  of	  abortion,	  further	  illustrating	  interest	  where	  formal	  instruction	  is	  lacking.	  This	  demonstrates	  a	  gap	  between	  what	  students	  are	  hoping	  to	  learn	  and	  the	  actual	  content	  of	  program	  curricula.	  This	  study	  asks,	  “Are	  Maternal	  and	  Child	  Health	  graduate	  programs	  offering	  students	  the	  knowledge	  and	  skills	  necessary	  to	  competently	  work	  with	  abortion,	  regardless	  of	  their	  personal	  beliefs?”	  This	  paper	  examines	  that	  question	  by	  reviewing	  the	  MCH	  foundational	  course(s)	  and	  applicable	  electives	  at	  the	  13	  Centers	  of	  Excellence	  in	  Maternal	  and	  Child	  Health	  Education,	  Science	  and	  Practice	  (COEs),	  and	  makes	  recommendations	  on	  curricula	  inclusion,	  dealing	  with	  stigma,	  information	  sharing,	  and	  coalition	  building.	  
Background	  
Global	  Abortion	  and	  Maternal	  Mortality	  Though	  induced	  abortion	  is	  safe	  when	  provided	  by	  trained	  professionals	  in	  sanitary	  conditions,	  even	  in	  places	  where	  it	  is	  legal,	  the	  procedure	  can	  become	  dangerous	  when	  basic	  health	  infrastructure	  cannot	  meet	  those	  simple	  standards.9	  Research	  indicates	  that	  in	  2012,	  about	  6.9	  million	  women	  in	  developing	  countries	  received	  treatment	  for	  complications,	  representing	  only	  60%	  of	  those	  suffering	  from	  abortion-­‐related	  injuries	  and	  infections.10	  The	  annual	  death	  rate	  of	  individuals	  suffering	  from	  abortion-­‐related	  complications	  was	  44,000	  in	  2014;	  the	  vast	  majority	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of	  these	  individuals	  lived	  in	  the	  developing	  world.10	  Unsafe	  abortion	  is	  responsible	  for	  8-­‐18%	  of	  maternal	  mortality	  worldwide,	  which	  can	  be	  linked	  to	  weak	  health	  systems,	  restrictive	  abortion	  policies,	  lack	  of	  contraception	  or	  access,	  and	  stigma	  in	  regards	  to	  both	  abortion	  and	  birth	  control.10,11	  	  Even	  where	  abortion	  is	  highly	  restricted,	  it	  is	  legal	  to	  save	  the	  life	  of	  the	  woman	  in	  almost	  all	  countries.11	  It	  was	  at	  the	  International	  Conference	  on	  Population	  and	  Development	  (ICPD)	  in	  1994	  where	  abortion	  and	  reproductive	  health	  as	  a	  whole	  were	  framed	  as	  an	  issue	  of	  human	  rights,	  stating	  that	  individuals	  have	  the	  right	  to	  autonomy	  over	  their	  bodies.12	  Such	  legalization	  is	  due	  to	  the	  high	  risk	  that	  childbirth	  incurs.	  In	  fact,	  individuals	  have	  14	  times	  the	  likelihood	  of	  dying	  due	  to	  complications	  surrounding	  childbirth	  than	  due	  to	  abortion.13	  	  Evidence	  suggests	  that	  abortion	  is	  not	  measured	  as	  precisely	  as	  other	  causes	  of	  maternal	  death.11	  Many	  challenges	  plague	  the	  collection	  of	  these	  data	  since	  the	  procedure	  is	  often	  illegal,	  stigmatized,	  and	  performed	  in	  secret	  by	  untrained	  individuals,	  meaning	  there	  is	  no	  official	  count	  by	  providers.9,11,14	  With	  no	  official	  count,	  it	  is	  difficult	  to	  extrapolate	  related	  deaths.	  Fear	  of	  societal	  or	  legal	  consequences	  often	  dissuades	  people	  from	  reporting	  the	  cause	  of	  death	  as	  an	  abortion-­‐related	  complication.11	  These	  same	  reasons	  influence	  people’s	  disclosure	  on	  national	  level	  surveys	  like	  the	  Demographic	  and	  Health	  Surveys	  (DHS)	  or	  even	  their	  willingness	  to	  participate	  in	  facility-­‐based	  surveys,	  resulting	  in	  less	  recorded	  abortion-­‐related	  deaths.11	  This	  may	  also	  influence	  health	  care	  providers	  subject	  to	  the	  same	  biases	  and	  fears,	  inhibiting	  them	  from	  accurately	  reporting	  the	  deaths	  on	  facility-­‐based	  surveys.11	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Abortion	  is	  an	  issue	  of	  greater	  magnitude	  in	  developing	  regions	  compared	  to	  developed	  regions	  with	  respective	  rates	  at	  37	  and	  27	  abortions	  per	  1,000	  pregnant	  women.10	  Between	  2010-­‐2014	  the	  global	  annual	  abortion	  rate	  was	  about	  35	  per	  1,000	  women	  ages	  15-­‐44	  years	  old.10	  During	  this	  same	  time	  period,	  25%	  of	  all	  pregnancies	  ended	  in	  abortion.10	  	  
Abortion	  Patients	  in	  the	  United	  States	  Based	  on	  a	  sustained	  2008	  abortion	  rate,	  1	  in	  3	  women	  will	  have	  an	  abortion	  by	  the	  time	  she	  is	  45	  years	  of	  age.15	  About	  19%	  of	  all	  pregnancies	  in	  the	  United	  States	  in	  2014	  ended	  in	  induced	  abortion	  while	  the	  abortion	  rate	  was	  simultaneously	  at	  its	  lowest	  recorded	  point.16	  Fifty	  one	  percent	  of	  people	  who	  received	  abortions	  were	  using	  contraception,	  most	  frequently	  condoms,	  during	  the	  month	  they	  became	  pregnant.16	  Despite	  popular	  perception	  that	  women	  who	  have	  abortions	  are	  sexually	  promiscuous	  and	  of	  loose	  moral	  regard,	  62%	  of	  women	  reported	  a	  religious	  affiliation	  and	  59%	  reported	  already	  having	  had	  at	  least	  one	  birth,	  meaning	  that	  most	  abortion	  patients	  were	  already	  parents.16,17	  	  Health	  disparities	  are	  evident	  amongst	  abortion	  patients	  as	  well.	  In	  2014,	  75%	  of	  abortion	  patients	  were	  low-­‐income.18	  The	  breakdown	  also	  varied	  based	  on	  their	  self-­‐reported	  race:	  white	  (39%),	  black	  (28%),	  Hispanic	  (25%),	  and	  other	  races	  and	  ethnicities	  (9%).18	  More	  than	  half	  of	  patients	  were	  between	  20-­‐29	  years	  of	  age	  (60%),	  a	  quarter	  were	  in	  their	  30s	  (25%),	  and	  adolescents	  (ages	  15-­‐19)	  composed	  about	  12%.18	  Evidence	  demonstrates	  that	  low	  income,	  less	  educated,	  and	  ethnic	  and	  racial	  minority	  women	  were	  more	  likely	  to	  experience	  unintended	  pregnancy	  and	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abortion.7	  Though	  often	  perceived	  as	  a	  fringe	  issue,	  it	  is	  something	  affecting	  a	  disproportionate	  population	  of	  the	  U.S.’s	  more	  vulnerable	  communities.	  	  There	  are	  multiple	  negative	  consequences	  for	  women	  who	  are	  unable	  to	  procure	  an	  abortion.	  Low	  income	  and	  minority	  women	  have	  increasingly	  higher	  rates	  of	  unintended	  births	  as	  they	  are	  less	  likely	  than	  their	  wealthier	  counterparts	  to	  choose	  abortion.19	  Being	  forced	  to	  carry	  a	  pregnancy	  to	  term	  tends	  to	  feed	  into	  the	  cycle	  of	  poverty.	  Forty-­‐five	  percent	  of	  women	  reported	  the	  reason	  for	  seeking	  an	  abortion	  was	  to	  care	  for	  their	  other	  children,	  and	  42%	  of	  these	  women	  said	  they	  could	  not	  afford	  to	  raise	  another	  child.20	  	  Evidence	  illustrates	  that	  children	  whose	  mothers	  were	  turned	  away	  for	  an	  abortion	  had	  lower	  development	  scores	  than	  their	  counterparts	  whose	  mothers	  were	  able	  to	  receive	  an	  abortion	  (of	  a	  subsequent	  pregnancy).20	  Research	  also	  indicates	  that	  giving	  birth	  temporarily	  elongates	  relationships	  between	  partners,	  which	  is	  potentially	  dangerous	  given	  that	  6-­‐22%	  of	  women	  having	  abortions	  reported	  recent	  intimate	  partner	  violence.21,22	  	  
Abortion	  Stigma	  
	   Despite	  the	  prevalence	  of	  abortion,	  it	  is	  highly	  stigmatized.	  Stigma,	  in	  its	  essence,	  has	  the	  ability	  to	  diminish	  identities,	  bringing	  shame	  and	  a	  sense	  of	  contagion	  to	  those	  in	  contact	  with	  the	  affected.23	  A	  social-­‐ecological	  model	  can	  be	  used	  to	  understand	  the	  multiple	  levels	  where	  abortion	  stigma	  arises	  and	  interacts:	  (1)	  individually,	  (2)	  community-­‐wide,	  (3)	  institutionally,	  (4)	  governmentally,	  and	  (5)	  culturally.23	  The	  hypothesis	  that	  Kumar	  et.	  al	  make	  about	  the	  impact	  of	  abortion	  stigma	  on	  women’s	  health	  explains	  how	  stigmatization	  can	  create	  feelings	  of	  shame,	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denial,	  and	  guilt	  on	  the	  part	  of	  the	  woman	  in	  need	  while	  creating	  unsupportive,	  judgmental	  providers.23	  Such	  attitudes	  impede	  individuals	  from	  obtaining	  timely	  care,	  and	  could	  lead	  to	  self-­‐induction	  or	  seeking	  an	  untrained	  provider	  where	  abortion	  is	  illegal	  or	  inaccessible.23	  In	  situations	  where	  abortion	  is	  criminalized,	  stigma	  can	  lead	  to	  individuals	  being	  prosecuted	  and	  imprisoned.23	  The	  clinical	  consequences	  of	  stigmatization	  could	  result	  in	  medical	  complications	  from	  poor	  care	  and	  death.23	  Social	  consequences	  may	  be	  restricted	  independence,	  limited	  social	  mobility,	  abuse,	  or	  murder	  among	  others.23	  	  
Role	  of	  MCH	  Programs	  The	  mission	  of	  the	  Maternal	  and	  Child	  Health	  Bureau	  (MCHB)	  of	  the	  Health	  Resources	  &	  Services	  Administration	  (HRSA)	  is	  to	  improve	  the	  health	  of	  women,	  children,	  and	  families.24	  Both	  organizations’	  goals	  align,	  focusing	  on	  improving	  access	  and	  quality,	  building	  the	  health	  workforce,	  developing	  healthy	  communities,	  increasing	  health	  equity,	  and	  fortifying	  program	  operations.24	  One	  strategy	  to	  advance	  their	  shared	  mission	  involves	  the	  training	  program	  of	  the	  MCHB’s	  Division	  of	  Workforce	  Development.	  For	  example,	  the	  MCHB	  supports	  13	  Centers	  of	  Excellence	  in	  MCH	  Education,	  Science	  and	  Practice	  (COEs)	  and	  seven	  Leadership	  Education	  in	  Adolescent	  Health	  (LEAH)	  programs.	  These	  training	  programs	  support	  the	  development	  of	  the	  knowledge	  and	  skills	  needed	  for	  effective	  MCH	  leadership.	  	  The	  MCHB	  training	  grants	  have	  a	  special	  emphasis	  on	  meeting	  the	  “needs	  of	  vulnerable	  populations”	  and	  focusing	  on	  women	  and	  children.25	  Interwoven	  throughout	  this	  mission	  is	  the	  goal	  of	  diminishing	  health	  disparities,	  a	  major	  problem	  that	  affects	  less	  educated,	  low-­‐income,	  and	  families	  of	  color.12,	  14	  This	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specific	  focus	  entails	  a	  responsibility	  to	  meet	  and	  advocate	  for	  the	  needs	  of	  these	  populations.	  	  The	  MCH	  Training	  Program	  additionally	  emphasizes	  leadership	  and	  developing	  change	  agents	  to	  advocate	  for	  broad	  policy	  reform	  and	  programs	  that	  meet	  the	  needs	  of	  society’s	  more	  marginalized	  groups.25	  The	  program	  also	  boasts	  a	  reputation	  of	  adapting	  to	  emerging	  problems	  and	  adopting	  new	  technologies	  as	  they	  evolve.25	  	  Despite	  viewing	  itself	  as	  part	  of	  the	  vanguard	  in	  adolescent	  health,	  there	  is	  no	  standard	  expectation	  to	  address	  abortion	  in	  MCH	  Training	  Programs	  even	  though	  twelve	  percent	  of	  patients	  were	  adolescents	  (under	  20	  years	  of	  age)	  in	  2014.18,26	  Lack	  of	  access	  or	  affordability	  of	  abortion	  negatively	  affects	  low-­‐income	  families	  and	  people	  of	  color,	  often	  times	  perpetuating	  the	  cycle	  of	  poverty	  and	  increasing	  health	  disparities.	  There	  are	  a	  number	  of	  possible	  routes	  that	  MCH	  programs	  can	  address	  abortion	  while	  continuing	  to	  fall	  under	  the	  broad	  umbrella	  of	  improving	  the	  health	  and	  wellness	  of	  individuals	  in	  need	  of	  the	  service	  and	  their	  families.	  
Student	  Desire	  for	  Abortion	  Education	  A	  study	  amongst	  first	  and	  second	  year	  health	  science	  students	  showed	  that	  about	  65%	  of	  students	  believed	  that	  abortion	  training	  should	  be	  a	  required	  part	  of	  women’s	  health	  training.27	  Though	  the	  latter	  survey	  was	  amongst	  future	  clinicians,	  it	  was	  that	  kind	  of	  demand	  that	  started	  the	  GEMMA	  Seminar,	  a	  graduate	  public	  health	  course	  on	  “Global	  Elimination	  of	  Maternal	  Mortality	  from	  Abortion”	  at	  Emory	  University’s	  Rollins	  School	  of	  Public	  Health.28	  Dr.	  Eva	  Lathrop	  wrote	  of	  how	  she	  and	  Dr.	  Roger	  Rochat	  were	  nervous	  about	  low	  enrollment	  in	  their	  course,	  but	  had	  an	  initial	  registration	  of	  30	  students;	  it	  has	  since	  maintained	  an	  average	  of	  22	  students	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each	  year.19	  Though	  originally	  started	  as	  a	  one	  credit	  course,	  it	  was	  unanimously	  agreed	  upon	  by	  students	  that	  it	  should	  be	  expanded	  into	  a	  two	  credit	  course.29	  
Political	  Climate	  Understanding	  the	  current	  and	  historical	  political	  environment	  is	  particularly	  important	  for	  public	  health	  leaders.	  Such	  awareness	  will	  provide	  context	  for	  interpreting	  and	  developing	  relevant	  policy,	  especially	  when	  dealing	  with	  abortion,	  which	  has	  remained	  controversial	  despite	  nationwide	  legalization	  in	  1973.	  Since	  2010,	  states	  have	  enacted	  288	  restrictions	  on	  abortion,	  about	  27%	  of	  all	  abortion	  restrictions	  since	  its	  legalization.30	  In	  2015	  alone,	  57	  new	  restrictions	  were	  enacted,	  attesting	  to	  the	  ongoing	  strength	  of	  the	  anti-­‐abortion	  movement.30	  	  Restrictions	  have	  come	  in	  many	  forms,	  including	  prohibiting	  the	  use	  of	  telemedicine,	  restricting	  medical	  abortion,	  requiring	  abortion	  counseling,	  requiring	  waiting	  hours	  between	  the	  consultation	  and	  receiving	  abortion	  care,	  and	  the	  implementation	  of	  Targeted	  Regulations	  of	  Abortion	  Provider	  (TRAP)	  laws	  that	  create	  unnecessary	  staffing	  and	  facility	  requirements	  for	  providers.31	  Medication	  abortion	  (abortion	  through	  oral	  pills)	  limits	  in	  particular	  require	  individuals	  to	  follow	  the	  Food	  and	  Drug	  Administration’s	  (FDA)	  outdated	  methods	  of	  use	  instead	  of	  effective	  evidence-­‐based	  practices.32	  They	  also	  specify	  that	  the	  medication	  can	  only	  be	  distributed	  by	  a	  doctor	  in	  the	  same	  room	  as	  the	  patient,	  prohibiting	  procurement	  via	  telemedicine	  or	  physician	  assistants.32	  With	  a	  success	  rate	  of	  92-­‐95%	  and	  a	  very	  low	  level	  of	  severe	  complications,	  these	  obstacles	  are	  preventing	  individuals	  with	  limited	  access	  to	  abortion	  clinics	  from	  obtaining	  a	  safe,	  possibly	  more	  accessible	  form	  of	  abortion	  care.32	  Most	  recently,	  North	  Carolina’s	  House	  Bill	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62	  proposed	  that	  doctors	  be	  required	  to	  inform	  patients	  that	  their	  abortion	  can	  be	  reversed	  with	  a	  high	  dose	  of	  progesterone	  after	  taking	  the	  first	  (mifepristone)	  of	  two	  drugs	  (misoprostol);	  however,	  medical	  experts	  report	  that	  this	  is	  medically	  inaccurate	  and	  not	  based	  on	  proven	  evidence.33	  All	  of	  this	  indicates	  the	  various	  tactics	  and	  policy	  approaches	  that	  anti-­‐abortion	  activists	  continue	  to	  enact	  to	  restrict	  access	  to	  medically	  sound	  information	  and	  services.	  Campaigns	  to	  defund	  Planned	  Parenthood	  and	  overturn	  Roe	  v.	  Wade	  have	  taken	  on	  new	  significance	  with	  the	  inception	  of	  the	  Trump	  administration.34,35	  On	  the	  campaign	  trail,	  Donald	  Trump	  stated	  that	  there	  should	  be	  “some	  form	  of	  punishment”	  for	  women	  who	  choose	  to	  have	  an	  abortion.36–38	  Though	  he	  changed	  his	  statement	  after	  public	  uproar,	  he	  confirmed	  that	  he	  is	  “pro-­‐life.”36,39	  Such	  comments	  should	  not	  go	  ignored	  since	  other	  draconian	  policies	  discussed	  while	  campaigning	  have	  already	  come	  to	  fruition	  in	  the	  first	  few	  weeks	  of	  his	  presidency.40,41	  As	  a	  seat	  remains	  vacant	  on	  the	  Supreme	  Court	  and	  justices	  who	  have	  supported	  abortion	  access	  like	  Ruth	  Bader	  Ginsberg	  are	  aging,	  uncertainty	  and	  anxiety	  remain	  omnipresent	  in	  discussions	  regarding	  reproductive	  health,	  abortion	  being	  the	  most	  vulnerable	  topic.	  	  Trump’s	  election	  has	  far	  reaching	  implications	  for	  abortion	  providers	  and	  advocates	  globally.	  With	  the	  reinstatement	  of	  the	  “global	  gag	  rule”	  also	  known	  as	  the	  Mexico	  City	  policy,	  global	  health	  organizations	  and	  providers	  will	  no	  longer	  be	  eligible	  to	  receive	  any	  U.S.	  funds	  if	  they	  mention	  or	  advocate	  for	  abortion.35,42	  This	  surpasses	  the	  typical	  reinstatement	  of	  the	  policy	  since	  the	  new	  iteration	  extends	  beyond	  family	  planning	  organizations	  and	  providers	  but	  includes	  all	  global	  health	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organizations,	  putting	  a	  myriad	  of	  crucial	  public	  health	  programs	  in	  jeopardy	  (i.e.	  tuberculosis,	  malaria,	  vaccination,	  etc.).35,42	  Trump’s	  expansion	  of	  the	  global	  gag	  rule	  will	  affect	  up	  to	  $9.5	  billion	  dollars	  in	  global	  health	  programming	  as	  opposed	  to	  the	  significantly	  smaller	  $575	  million	  dollar	  budget	  for	  family	  planning	  and	  reproductive	  health	  programs.43	  Abortion	  remains	  an	  important	  health	  issue	  for	  women	  and	  their	  families	  across	  the	  world.	  Restricting	  access	  or	  criminalizing	  it	  results	  in	  a	  multitude	  of	  negative	  consequences.	  Despite	  MCH	  training	  programs’	  emphasis	  on	  eliminating	  health	  disparities	  and	  serving	  those	  most	  in	  need,	  abortion	  is	  not	  always	  highlighted	  as	  a	  topic	  of	  importance.	  The	  adversarial	  political	  climate	  for	  reproductive	  rights	  has	  made	  addressing	  abortion	  even	  more	  challenging	  despite	  being	  a	  major	  public	  health	  issue	  and	  student	  interest.	  This	  study	  was	  undertaken	  to	  assess	  the	  degree	  to	  which	  COEs	  include	  abortion	  in	  their	  foundational	  course(s)	  and	  overall	  graduate	  curricula.	  
Methods	  
Sample	  	  Given	  that	  the	  mission	  of	  the	  Centers	  of	  Excellence	  in	  Maternal	  and	  Child	  Health	  in	  Education,	  Science	  and	  Practice	  (COEs)	  is	  to	  train	  and	  prepare	  public	  health	  professionals	  for	  leadership	  in	  maternal	  and	  child	  health	  along	  with	  developing	  the	  skills	  and	  knowledge	  needed	  to	  achieve	  MCH	  leadership	  competencies,	  the	  13	  COEs	  were	  the	  focus	  of	  this	  study.	  The	  programs	  are	  concentrated	  mostly	  on	  the	  coasts.	  These	  schools	  were	  randomly	  assigned	  a	  letter	  A	  through	  M	  and	  are	  subsequently	  referred	  to	  by	  that	  designation.	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Data	  Collection	  	  The	  study	  question	  is	  based	  on	  the	  assumption	  that	  each	  program	  has	  a	  foundational	  course	  that	  serves	  not	  only	  as	  the	  introduction	  to	  the	  MCH	  program,	  but	  the	  basis	  from	  which	  all	  subsequent	  courses	  build.	  This	  assumption	  needed	  to	  be	  verified	  by	  researching	  the	  structure	  of	  each	  individual	  program.	  This	  occurred	  simultaneously	  with	  the	  review	  of	  each	  university’s	  website	  and	  contacting	  of	  professors	  via	  email	  when	  necessary;	  information	  was	  received	  from	  most	  institutions.	  This	  information	  was	  not	  gathered	  in	  a	  methodical	  way,	  but	  was	  collected	  before	  and	  after	  abortion-­‐inclusion	  information	  was	  retrieved.	  Information	  was	  initially	  gathered	  using	  the	  Association	  of	  Teachers	  of	  Maternal	  and	  Child	  Health	  (ATMCH)	  and	  each	  institution’s	  website	  to	  search	  for	  foundational	  and	  elective	  course	  syllabi	  that	  might	  include	  abortion.	  The	  ATMCH	  website	  hosts	  the	  MCH	  Syllabi	  Project,	  which	  allows	  for	  easy	  posting	  and	  sharing	  of	  MCH	  syllabi	  for	  undergraduate	  and	  graduate	  level	  courses	  in	  the	  discipline.44	  Syllabi	  	  	  	  	  	  	  	  	  	  	  
Surveyed	  
websites	  -­‐ATMCH	  -­‐University	  websites	  -­‐COE	  website	  
Contacted	  COE	  Directors	  	  -­‐Clarity	  of	  program	  structure	  -­‐Does	  foundations	  incorporate	  abortion?	  -­‐Do	  electives	  incorporate	  abortion?	  
Results	  -­‐Links	  to	  university	  website	  -­‐Receival	  of	  syllabi	  -­‐Referalls	  to	  other	  professors	  -­‐Suggested	  courses	  -­‐Continued	  email	  correspondence	  -­‐Individual	  phone	  calls	  
Email	  from	  COE	  Director	  at	  	  researcher's	  home	  insitute	  
Figure	  1:	  Data	  gathering	  processes	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are	  contributed	  voluntarily,	  and	  ATMCH	  requests	  that	  materials	  are	  cited	  appropriately	  when	  used.	  There	  is	  a	  specific	  area	  to	  find	  MCH-­‐Foundations	  and	  Leadership	  course	  syllabi	  on	  the	  website.	  Seven	  of	  the	  thirteen	  MCH	  schools	  had	  at	  least	  one	  of	  their	  foundational	  course	  syllabi	  posted	  on	  the	  ATMCH	  website.44	  Three	  additional	  schools	  had	  other	  course	  syllabi	  posted	  under	  topics	  such	  as	  MCH	  Epidemiology	  or	  Global	  Health.44	  Each	  COE	  was	  contacted	  using	  a	  modifiable	  template	  over	  a	  six-­‐week	  period	  from	  early	  January	  to	  mid-­‐February	  2017	  to	  clarify	  course	  content	  and	  program	  structure.	  The	  email	  read	  as	  such:	  
I	  hope	  you	  are	  doing	  well.	  I	  am	  a	  MPH	  student	  in	  the	  Maternal	  and	  Child	  
Health	  department	  at	  UNC	  Chapel	  Hill.	  I	  am	  currently	  researching	  
abortion	  inclusion	  in	  curricula	  for	  graduate	  programs	  that	  are	  Centers	  
of	  Excellence	  in	  MCH	  in	  Education,	  Science	  and	  Practice.	  I	  am	  
researching	  1)	  how	  many	  programs	  explicitly	  incorporate	  abortion	  into	  
their	  MCH	  foundational	  course(s)	  and	  2)	  how	  many	  electives	  directly	  
and	  tangentially	  address	  abortion.	  I	  am	  specifically	  reviewing	  syllabi	  for	  
the	  foundational	  courses	  and	  other	  electives.	  Overall,	  I	  would	  like	  to	  
examine	  how	  MCH	  programs	  currently	  address	  abortion	  and	  evaluate	  
the	  implications	  of	  its	  incorporation	  (or	  lack	  thereof).	  
	  
I	  was	  wondering	  if	  you	  could	  connect	  me	  to	  the	  faculty	  at	  ___	  that	  teach	  
the	  foundational	  and	  abortion-­‐related	  elective	  courses	  in	  the	  MCH	  
program	  so	  I	  can	  review	  their	  syllabi.	  I	  will	  be	  happy	  to	  share	  the	  results	  
with	  you.	  	  	  Contact	  information	  was	  found	  on	  the	  COE	  or	  the	  home	  university’s	  website.45	  Contacts	  were	  asked	  to	  make	  a	  referral	  to	  whoever	  would	  know	  the	  desired	  information.	  All	  13	  programs	  responded.	  When	  some	  questions	  arose	  about	  the	  purpose	  of	  the	  study,	  the	  UNC	  COE	  director	  sent	  a	  mass	  email	  to	  other	  COE	  directors	  vouching	  for	  the	  credibility	  of	  the	  study.	  After	  that	  email	  was	  sent,	  more	  professors	  provided	  information,	  indicating	  the	  need	  for	  verification	  in	  light	  of	  the	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current	  political	  climate.	  On	  a	  few	  instances	  multiple	  syllabi	  were	  received	  from	  a	  single	  faculty	  member	  even	  when	  that	  person	  did	  not	  teach	  all	  of	  those	  courses.	  During	  email	  correspondence,	  several	  professors	  expressed	  great	  interest	  in	  the	  study	  and	  offered	  or	  requested	  to	  discuss	  it	  in	  more	  depth.	  Key	  informant	  interviews	  were	  then	  conducted	  with	  three	  COE	  directors	  and	  one	  faculty	  member	  who	  teaches	  an	  abortion-­‐specific	  elective.	  Participating	  individuals	  represented	  three	  separate	  university	  programs.	  These	  were	  informal	  conversations	  and	  lasted	  between	  20-­‐60+	  minutes.	  Additionally,	  this	  research	  incorporates	  data	  from	  informal	  conversations	  amongst	  students	  at	  the	  study’s	  home	  institution.	  The	  UNC	  Institutional	  Review	  Board	  (IRB)	  approval	  was	  sought	  in	  mid	  February.	  After	  qualifying	  as	  Level	  II,	  the	  proper	  data	  security	  measures	  were	  taken	  immediately	  to	  ensure	  compliance.	  
Analysis	  Process	  Course	  content	  on	  abortion	  was	  classified	  into	  four	  categories:	  (1)	  transparent	  incorporation	  in	  a	  foundational	  course;	  (2)	  discrete	  incorporation	  in	  a	  foundational	  course;	  (3)	  electives	  with	  transparent	  or	  discrete	  abortion	  content;	  and	  (4)	  electives	  with	  abortion-­‐specific	  content.	  For	  MCH	  foundational	  courses,	  transparent	  incorporation	  is	  defined	  as	  a	  course	  that	  has	  “abortion”	  in	  the	  syllabus	  under	  any	  circumstance	  (class	  topic,	  assignment,	  title	  of	  a	  reading,	  etc.).	  MCH	  foundational	  courses	  that	  have	  discrete	  incorporation	  do	  not	  explicitly	  state	  abortion	  in	  the	  syllabus	  but	  cover	  it	  under	  another	  topic,	  assignment,	  reading,	  or	  activity	  that	  is	  not	  written	  in	  the	  syllabus.	  Discrete	  incorporation	  was	  identified	  based	  on	  faculty	  explanations	  that	  although	  abortion	  is	  not	  included	  on	  the	  syllabus,	  
	   	   Burns	  19	  
they	  cover	  it	  under	  other	  topics.	  For	  schools	  that	  have	  more	  than	  one	  foundations	  course,	  the	  courses	  were	  condensed	  to	  one	  for	  analysis	  and	  reporting.	  For	  example,	  if	  one	  of	  the	  two	  courses	  addressed	  abortion,	  the	  program	  qualified	  as	  a	  “Yes.”	  This	  was	  due	  to	  difficulty	  collecting	  clear	  information.	  Abortion	  inclusion	  was	  also	  examined	  in	  electives.	  The	  purpose	  of	  this	  was	  to	  provide	  a	  larger	  context	  to	  see	  how	  MCH	  programs	  address	  abortion.	  This	  brought	  in	  more	  course	  names,	  syllabi,	  and	  suggestions	  to	  contact	  other	  professors.	  Electives	  with	  transparent	  or	  discrete	  content	  were	  condensed	  into	  one	  category.	  	  The	  final	  examined	  category	  is	  the	  number	  of	  electives	  that	  address	  abortion	  as	  the	  theme	  of	  the	  course.	  	  	  During	  extended	  conversations	  in	  person,	  via	  email,	  or	  on	  the	  phone,	  professors	  were	  also	  asked	  about	  their	  own	  perspective	  on	  abortion	  incorporation	  in	  MCH,	  the	  campus	  climate,	  students’	  attitudes	  toward	  abortion	  inclusion,	  and	  challenges	  and	  opportunities	  in	  addressing	  abortion.	  Students	  were	  asked	  similar	  questions	  at	  the	  researcher’s	  home	  institute	  as	  well.	  
Results	  
Program	  structure	  One	  of	  the	  first	  findings	  was	  inconsistency	  of	  program	  structure.	  Though	  there	  were	  similarities	  among	  the	  MCH	  programs,	  most	  schools	  had	  one	  foundational	  course,	  some	  had	  two,	  and	  Program	  K	  had	  none.	  The	  structure	  of	  programs	  was	  not	  straightforward.	  All	  13	  COE	  directors	  were	  contacted	  for	  more	  information,	  but	  a	  few	  sent	  links	  in	  response,	  leaving	  some	  questions	  unresolved.	  Some	  programs	  had	  separate	  foundational	  courses	  for	  students	  from	  different	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departments	  within	  their	  school	  of	  public	  health.	  For	  example,	  students	  in	  Epidemiology	  and	  students	  in	  Community	  Health	  at	  the	  same	  university	  had	  different	  foundational	  courses	  for	  their	  MCH	  concentration.	  	  
Foundational	  Course(s)	  Information	  regarding	  abortion’s	  incorporation	  in	  foundational	  courses	  was	  received	  from	  all	  of	  the	  programs	  except	  Program	  E	  (see	  Table	  1).	  Only	  one	  program,	  Program	  D,	  transparently	  incorporated	  abortion	  in	  its	  MCH	  foundational	  course	  syllabus.	  This	  was	  included	  among	  the	  topics	  of	  reproductive	  health,	  family	  planning,	  contraception,	  and	  pre-­‐conception	  care.	  Seven	  of	  12	  programs	  (Program	  K	  















A	   N	   Y	   U	   0	  
B	   N	   Y	   5	   1	  
C	   N	   Y	   2	   0	  
D	   Y	   N/A	   2	   0	  
E	   N	   R	   3	   0	  
F	   N	   Y	   2	   0	  
G	   N	   N	   3	   0	  
H	   N	   N	   9(3)*	   0	  
I	   N	   N	   2	   0	  
J	   N	   Y	   1	   0	  
K	   N/A	   N/A	   14	   1	  
L	   N	   Y	   2	   2	  
M	   N	   Y	   3	   0	  
Key:	  	   Y-­‐	  Yes	   	  	  	  	  	  N-­‐	  No	  	   N/A-­‐	  Not	  applicable	  	   U-­‐	  Unknown	  	   R-­‐	  Refused	  
★Transparent	  inclusion:	  Abortion	  explicitly	  stated	  in	  the	  foundational	  course	  syllabus	  
¢Discrete	  inclusion:	  Abortion	  not	  explicitly	  stated	  in	  the	  foundational	  course	  syllabus,	  but	  the	  instructor	  has	  indicated	  its	  coverage	  under	  another	  topic	  
¤Number	  of	  electives	  including	  abortion:	  Number	  of	  electives	  that	  explicitly	  or	  discretely	  address	  abortion	  
wNumber	  of	  abortion-­‐specific	  electives:	  Number	  of	  courses	  focused	  on	  abortion	  as	  the	  main	  topic	  	  *The	  first	  number	  is	  the	  estimated	  total	  number	  of	  classes	  that	  include	  abortion.	  The	  second	  number	  is	  the	  confirmed	  number	  of	  classes	  that	  address	  abortion.	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Was	  excluded	  due	  to	  lack	  of	  foundational	  course)	  stated	  that	  abortion	  is	  not	  included	  in	  the	  syllabus,	  but	  it	  is	  covered	  under	  a	  different	  topic	  (see	  Figure	  2).	  	  As	  previously	  mentioned,	  this	  difference	  led	  to	  the	  creation	  of	  two	  categories	  for	  abortion	  inclusion	  in	  foundations,	  transparent	  and	  discrete.	  Though	  Program	  K	  did	  not	  have	  a	  foundations	  course,	  the	  structure	  of	  the	  program	  requires	  students	  to	  take	  specific	  electives,	  of	  which	  many	  address	  abortion	  in	  some	  capacity.	  The	  syllabus	  for	  Program	  E	  was	  obtained	  online,	  showing	  that	  abortion	  was	  not	  included	  explicitly.	  Upon	  being	  contacted,	  the	  instructor	  refused	  to	  answer	  whether	  abortion	  was	  discussed	  discretely,	  citing	  confidentiality	  and	  the	  political	  climate.	  	  In	  foundational	  courses,	  abortion	  was	  covered	  under	  the	  following	  topics	  (see	  Figure	  2):	  history	  of	  MCH,	  social	  ecological	  theory	  in	  a	  life	  course	  perspective,	  family	  planning,	  life	  stage	  on	  preconception	  health,	  perinatal	  health,	  reproductive	  justice/coercion,	  teen	  pregnancy,	  unintended	  pregnancy	  and	  the	  subgroups,	  adolescent	  health,	  adverse	  pregnancy	  outcomes,	  and	  women’s	  health,	  among	  others.	  	  
Number	  of	  Electives	  Including	  Abortion	  Twelve	  of	  thirteen	  schools	  had	  at	  least	  one	  elective	  that	  incorporates	  abortion.	  The	  number	  of	  courses	  at	  each	  school	  ranged	  from	  1	  to	  14	  though	  no	  data	  could	  be	  found	  for	  Program	  A.	  There	  was	  less	  clarity	  on	  electives	  than	  programs’	  foundational	  courses.	  Program	  K	  had	  the	  most	  elective	  courses	  that	  address	  abortion	  at	  14.	  Program	  H	  had	  the	  second	  largest	  number	  with	  nine;	  however,	  only	  three	  of	  these	  courses	  could	  be	  verified	  by	  the	  instructor	  of	  record.	  Program	  B	  had	  five	  elective	  courses	  that	  incorporate	  abortion,	  Programs	  E,	  G,	  and	  M	  had	  three,	  Programs	  C,	  F,	  I,	  and	  L	  had	  two	  electives,	  and	  Programs	  D	  and	  J	  had	  one.	  Due	  to	  lack	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of	  syllabi	  and	  responsiveness	  in	  terms	  of	  electives,	  the	  number	  of	  courses	  that	  address	  abortion	  may	  be	  underestimated.	  	  
Figure	  2:	  Abortion	  inclusion	  topics	  for	  foundational	  and	  elective	  courses	  
Abortion	  inclusion	  in	  foundations:	  
• History	  of	  Maternal	  and	  Child	  Health	  
• Social	  ecological	  theory	  in	  a	  life	  course	  perspective	  
• Life	  stage	  on	  preconception	  health	  	  
• Family	  planning	  (unmet	  need,	  contraception,	  etc.)	  
• Reproductive	  justice	  and	  coercion	  
• Adolescent	  health	  
• Teen	  pregnancy	  
• Demographics	  of	  unintended	  pregnancy	  	  
• Adverse	  pregnancy	  outcomes	  
• Women’s	  health	  
Abortion	  inclusion	  in	  electives:	  
• Maternal	  mortality	  
• Postpartum	  abortion	  care	  in	  the	  global	  south	  
• Sexual	  and	  reproductive	  health	  policies	  and	  health	  disparities	  
• ACA	  and	  discrimination	  
• Media	  communications	  and	  public	  health	  
• Reproductive	  health	  and	  the	  law	  
• Humanitarian	  crises	  and	  abortion	  
• Technology	  and	  fertility	  control	  
• Advocacy	  skills	  
• Assisted	  reproductive	  technology	  
• Health	  care	  providers	  
• Epidemiology	  (unintended	  pregnancy,	  perinatal	  health,	  etc.)	  	  
• Using	  and	  developing	  factsheets	  
• Stigma	  	  Similarly	  to	  abortion	  inclusion	  in	  foundations,	  topics	  and	  framing	  ranged	  widely.	  In	  fact,	  electives	  used	  the	  same	  frameworks	  and	  additional	  ones	  as	  indicated	  in	  the	  bottom	  half	  of	  Figure	  2.	  Electives	  varied	  in	  the	  number	  of	  course	  credits	  they	  were	  awarded	  from	  1	  to	  4.	  	  
Number	  of	  Abortion-­‐Specific	  Electives	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Three	  of	  thirteen	  programs	  had	  electives	  that	  focused	  on	  abortion-­‐specific	  content.	  Program	  L	  had	  two,	  and	  both	  Programs	  B	  and	  K	  offered	  one.	  The	  focus	  of	  these	  courses	  was	  diverse:	  global	  maternal	  mortality,	  abortion	  care	  and	  policy,	  and	  religion	  and	  abortion.	  One	  of	  Program	  L’s	  courses	  was	  2	  credit	  hours,	  which	  had	  increased	  from	  the	  original	  one	  credit	  hour.	  Program	  B’s	  one	  credit	  course	  was	  reportedly	  in	  discussion	  to	  be	  extended	  to	  two	  credit	  hours.	  The	  number	  of	  credit	  hours	  was	  unknown	  for	  Program	  K	  and	  Program	  L’s	  other	  course.	  
Discussion	  	  Given	  the	  mission	  of	  the	  COEs	  to	  produce	  public	  health	  leaders,	  it	  is	  appropriate	  to	  consider	  exposure	  to	  abortion	  a	  fundamental	  aspect	  of	  women’s	  reproductive	  health	  education.	  The	  information	  gathered	  indicates	  that	  programs	  do	  not	  have	  a	  shared	  methodology	  or	  expectation	  of	  transparently	  addressing	  abortion	  in	  foundations	  or	  curricula	  overall.	  This	  inconsistent	  and	  inadequate	  representation	  of	  an	  important	  and	  relevant	  topic	  in	  MCH	  raises	  the	  question	  of	  its	  inclusion	  in	  other	  public	  health	  disciplines	  like	  Epidemiology,	  Public	  Policy,	  or	  Public	  Health	  Leadership.	  	  While	  it	  is	  often	  touched	  upon	  under	  other	  topics,	  that	  kind	  of	  structure	  does	  not	  suffice	  for	  providing	  the	  knowledge	  and	  skills	  necessary	  to	  comprehensively	  understand	  the	  issues	  surrounding	  abortion	  policy	  or	  care.	  The	  lack	  of	  transparent	  inclusion	  of	  a	  highly	  stigmatized	  and	  politicized	  reproductive	  health	  topic	  in	  MCH	  programs	  sends	  a	  message	  to	  students	  that	  the	  topic	  is	  either	  not	  important	  enough	  or	  that	  despite	  its	  importance,	  it	  is	  “too	  controversial”	  to	  discuss.	  Whatever	  the	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reason	  for	  its	  exclusion,	  programs	  are	  performing	  a	  disservice	  to	  their	  students,	  the	  field	  of	  public	  health,	  and	  women	  in	  need	  by	  inadvertently	  strengthening	  stigma.	  
Controversy	  and	  Stigma	  There	  is	  a	  clear	  tension	  between	  explicitly	  covering	  abortion	  and	  addressing	  the	  topic	  discretely.	  While	  the	  first	  approach	  aids	  in	  destigmatizing	  abortion	  care,	  it	  puts	  instructors	  and	  programs	  at	  a	  certain	  level	  of	  real	  and	  perceived	  risk,	  which	  can	  be	  a	  more	  serious	  problem	  for	  public	  universities	  in	  regards	  to	  funding.	  Interviews	  alluded	  to	  internal	  conflicts	  at	  different	  COEs	  where	  faculty	  who	  research	  abortion	  are	  not	  supported	  or	  are	  cautious	  due	  to	  higher	  powers	  within	  public	  universities.	  Similarly,	  medical	  programs	  in	  states	  with	  legislatures	  that	  have	  increased	  restrictions	  on	  abortion	  access	  are	  failing	  to	  provide	  abortion	  education	  out	  of	  fear	  of	  losing	  funds.6	  Approaching	  abortion	  more	  discretely	  can	  still	  be	  effective	  in	  teaching	  the	  necessary	  material,	  but	  by	  not	  fully	  embracing	  and	  addressing	  the	  complexity	  of	  the	  issue,	  it	  further	  stigmatizes	  abortion	  care,	  undermining	  the	  message.	  Ultimately,	  either	  of	  those	  is	  better	  than	  ignoring	  the	  topic	  altogether.	  The	  cultural	  divide	  between	  the	  “pro-­‐choice”	  and	  “pro-­‐life”	  movements	  can	  be	  tied	  back	  to	  beliefs	  surrounding	  sexuality	  in	  terms	  of	  morality,	  promiscuity,	  and	  gender	  roles.46	  These	  are	  difficult	  topics	  to	  discuss,	  but	  they	  play	  a	  role	  in	  diverse	  aspects	  of	  women’s	  health	  and	  human	  rights	  that	  should	  not	  be	  ignored.	  The	  purpose	  of	  these	  courses	  is	  not	  to	  change	  students’	  minds,	  but	  it	  is	  the	  responsibility	  of	  the	  university	  to	  facilitate	  a	  space	  for	  students	  to	  learn	  and	  think	  critically	  about	  complex	  issues.	  People	  hold	  beliefs	  on	  many	  topics	  in	  public	  health	  curricula	  such	  as	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vaccines,	  drug	  abuse,	  or	  climate	  change,	  and	  yet	  they	  are	  still	  discussed	  openly.	  It	  begs	  the	  question	  of	  why	  such	  a	  double	  standard	  exists.	  
Faculty	  Reception	  	   Most	  instructors	  responded	  positively	  to	  the	  inquiry	  and	  several	  expressed	  interest	  in	  learning	  about	  the	  findings.	  One	  COE	  director	  stated,	  “What	  an	  interesting,	  important	  question!	  …I	  have	  always	  been	  under	  the	  impression	  that	  abortion	  and	  even	  family	  planning	  specifically	  and	  reproductive	  justice	  broadly,	  are	  under-­‐attended	  to	  in	  our	  MCH-­‐based	  curricula.”	  This	  director	  subsequently	  followed	  up	  with	  another	  email,	  asserting	  that	  the	  topic	  had	  sparked	  great	  thought.	  Several	  COE	  directors	  explained	  that	  the	  lack	  of	  inclusion	  in	  foundations	  was	  due	  to	  limited	  time	  to	  address	  all	  topics,	  and	  that	  students	  were	  able	  to	  learn	  about	  abortion	  through	  electives.	  One	  COE	  director	  explained	  historical	  limited	  attention	  to	  abortion	  in	  MCH,	  but	  added,	  “I	  now	  realize	  that	  we	  do	  need	  to	  pay	  more	  explicit	  attention	  to	  abortion.”	  	  	  	  While	  explanations	  for	  lack	  of	  abortion	  content	  in	  MCH	  foundational	  curricula	  may	  be	  reasonable,	  it	  must	  be	  noted	  that	  there	  is	  general	  discomfort	  when	  discussing	  abortion	  with	  COEs.	  Faculty	  are	  not	  impervious	  to	  the	  effects	  of	  stigma,	  whether	  it	  dissuades	  them	  from	  pursuing	  such	  a	  controversial	  topic	  or	  if	  they	  personally	  oppose	  abortion.	  One	  COE	  director	  explained	  the	  tension	  in	  developing	  a	  course	  that	  meets	  students’	  needs	  that	  can	  also	  be	  presented	  in	  a	  “scientific	  and	  policy-­‐neutral	  way”	  in	  order	  to	  respect	  all	  students’	  views.	  The	  director	  stated	  that	  there	  was	  a	  responsibility	  to	  include	  content	  on	  induced	  abortion,	  particularly	  in	  low-­‐resource	  settings	  where	  unsafe	  abortion	  is	  a	  cause	  of	  maternal	  death	  and	  in	  the	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U.S.	  with	  policies	  that	  affect	  maternal	  and	  child	  health;	  however,	  it	  was	  viewed	  as	  inappropriate	  to	  allow	  personal	  views	  to	  influence	  how	  the	  course	  is	  taught.	  Though	  presenting	  “both	  sides”	  is	  intended	  to	  make	  all	  students	  feel	  comfortable,	  such	  an	  approach	  creates	  a	  false	  equivalency	  between	  abortion	  rights	  and	  its	  restriction,	  undermining	  the	  legality,	  safety,	  and	  necessity	  of	  abortion	  for	  those	  in	  need.	  While	  students	  should	  never	  feel	  unsafe	  or	  threatened	  in	  the	  classroom,	  but	  perhaps	  discomfort	  is	  part	  of	  truly	  thinking	  critically	  about	  a	  complex	  issue.	  
Political	  Climate	  Despite	  interest,	  there	  was	  also	  an	  air	  of	  trepidation	  and	  anxiety.	  Proceeding	  with	  caution	  was	  advised	  in	  two	  separate	  conversations	  with	  COE	  directors	  and	  with	  several	  faculty	  members.	  As	  previously	  mentioned,	  one	  instructor	  refused	  to	  share	  whether	  or	  not	  abortion	  was	  addressed	  informally	  in	  the	  class	  despite	  the	  foundational	  course	  syllabus	  being	  readily	  available	  online	  and	  not	  transparently	  addressing	  abortion;	  the	  political	  climate	  was	  cited	  as	  the	  reason	  to	  not	  divulge	  any	  information.	  	  Reticence	  to	  share	  information	  about	  MCH	  programs	  was	  not	  without	  due	  reason	  since	  the	  COEs	  receive	  federal	  funding	  through	  the	  Maternal	  and	  Child	  Health	  Bureau.	  Just	  as	  the	  Hyde	  Amendment	  prevents	  almost	  any	  federal	  funding	  to	  go	  towards	  abortion	  coverage	  for	  low-­‐income	  individuals	  using	  Medicaid,	  it	  is	  not	  implausible	  that	  drawing	  attention	  to	  federal	  funds	  supporting	  abortion	  education	  could	  receive	  a	  similar	  response.16	  However,	  there	  is	  nothing	  currently	  limiting	  abortion	  education,	  and	  most	  of	  these	  programs	  do	  not	  have	  high	  profiles	  that	  would	  attract	  negative	  attention.	  Though	  the	  objective	  of	  this	  study	  was	  to	  initiate	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discourse	  to	  catalyze	  explicit	  abortion	  inclusion,	  it	  may	  have	  inadvertently	  drawn	  undesired	  scrutiny	  to	  COEs,	  thus	  frightening	  programs	  into	  further	  self-­‐censorship.	  Regardless,	  programs	  were	  not	  addressing	  the	  topic	  adequately	  before	  this	  study	  when	  no	  one	  was	  paying	  attention.	  While	  the	  climate	  of	  fear	  is	  somewhat	  legitimate,	  COEs	  should	  advance	  with	  caution	  but	  not	  complete	  self-­‐censorship,	  as	  it	  is	  self-­‐defeating	  for	  scholarship	  and	  public	  health	  alike.	  
Adjusting	  Curricula	  On	  a	  practical	  level,	  incorporating	  new	  content	  can	  be	  challenging	  for	  any	  curriculum,	  making	  it	  a	  legitimate	  reason	  for	  pushback.7	  Several	  professors	  expressed	  competing	  priorities	  in	  terms	  of	  content	  in	  MCH	  foundations	  courses;	  however,	  seeing	  a	  broad	  overview	  of	  how	  programs	  are	  incorporating	  abortion	  through	  theoretical	  frameworks,	  historical	  context,	  advocacy,	  and	  health	  disparities,	  indicates	  that	  adapting	  curricula	  to	  address	  this	  topic	  is	  possible	  and	  there	  are	  various	  routes	  to	  do	  so.	  Despite	  not	  being	  prioritized	  in	  foundational	  courses,	  the	  fact	  that	  it	  is	  so	  seamlessly	  interwoven	  within	  these	  topics	  and	  is	  an	  inherent	  part	  of	  a	  life	  course	  continuum	  of	  care	  for	  women	  argues	  the	  opposite,	  reinforcing	  its	  relevance	  in	  Maternal	  and	  Child	  Health.	  Within	  health	  professional	  programs,	  curricula	  reform	  is	  often	  precipitated	  by	  public	  health	  mandates,	  demonstrating	  a	  significant	  relationship	  between	  external	  mandates	  and	  institutional	  reform.7	  Examples	  of	  this	  include	  addressing	  HIV/AIDS.7	  This	  kind	  of	  across-­‐the-­‐board	  reform	  is	  difficult	  to	  anticipate	  given	  the	  antagonistic	  relationship	  that	  many	  state	  legislatures	  currently	  have	  with	  abortion.	  Special	  attention	  should	  be	  paid	  to	  massive	  changes	  in	  attitudes	  and	  stigma	  around	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HIV/AIDS	  in	  the	  past	  few	  decades.7	  Efforts	  to	  de-­‐stigmatize	  HIV/AIDS	  have	  made	  it	  a	  prominent	  topic	  in	  public	  health,	  which	  has	  furthered	  research	  and	  programmatic	  efforts.	  Though	  destigmatization	  of	  HIV/AIDS	  continues	  to	  be	  a	  lengthy	  process,	  it	  began	  by	  using	  science	  to	  clarify	  the	  causes	  of	  transmission,	  shifting	  away	  from	  attributing	  blame	  to	  peoples’	  diagnoses,	  and	  highlighting	  shared	  experiences	  and	  traits	  between	  those	  with	  and	  without	  HIV	  positive	  status.47	  Key	  stakeholders	  needed	  to	  play	  an	  active	  role	  in	  dismantling	  stigma,	  advocating	  on	  behalf	  of	  those	  in	  need,	  and	  using	  their	  status	  to	  influence	  systems	  and	  social	  structures.47	  
	   Another	  challenge	  that	  instructors	  may	  have	  with	  addressing	  abortion	  is	  not	  feeling	  knowledgeable	  enough	  about	  the	  topic	  to	  teach	  it.	  In	  a	  study	  about	  abortion	  inclusion	  for	  nursing	  students,	  instructors	  reported	  need	  of	  support	  and	  resources	  in	  order	  to	  provide	  lectures	  and	  materials	  to	  properly	  educate	  their	  students.7	  One	  COE	  director	  echoed	  this	  sentiment,	  explaining	  that	  focusing	  on	  child	  health	  has	  not	  prepared	  him	  adequately	  to	  present	  the	  topic.	  Without	  having	  the	  proper	  tools	  and	  education	  themselves,	  it	  makes	  sense	  that	  curricula	  adjustments	  would	  be	  easily	  stymied.	  Such	  resources	  are	  available,	  but	  they	  must	  be	  sought	  out.	  In	  conducting	  this	  research,	  little	  traction	  was	  made	  on	  finding	  organizations	  that	  actively	  work	  with	  abortion-­‐content	  in	  curriculum	  development,	  indicating	  that	  more	  advocacy	  efforts	  must	  be	  undertaken	  on	  the	  part	  of	  such	  organizations.	  
Students	  Desire	  for	  Abortion	  Education	  	  Faculty	  from	  the	  three	  institutions	  that	  had	  abortion-­‐specific	  courses	  reported	  that	  students	  played	  an	  instrumental	  role	  in	  their	  creation.	  One	  COE	  director	  said,	  “	  They	  [students]	  didn’t	  feel	  it	  was	  addressed	  enough	  in	  their	  other	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classes	  so	  that’s	  why	  they	  wanted	  [the	  abortion	  specific	  elective].”	  These	  instructors	  also	  reported	  that	  the	  courses	  were	  very	  popular.	  Faculty	  went	  on	  to	  explain	  that	  practicum	  opportunities	  with	  organizations	  like	  Planned	  Parenthood	  were	  some	  of	  the	  most	  desired	  amongst	  students.	  	  While	  educational	  programs	  are	  not	  a	  supply	  and	  demand	  endeavor,	  MCH	  programs	  should	  still	  be	  attentive	  to	  students’	  needs.	  It	  is	  noteworthy	  that	  students	  are	  interested	  in	  learning	  about	  a	  public	  health	  topic	  that	  is	  relevant	  to	  their	  field	  with	  large-­‐scale	  public	  health	  repercussions.	  In	  that	  vein,	  many	  departments	  are	  falling	  short	  of	  their	  obligation	  by	  not	  incorporating	  explicit	  content	  in	  core	  coursework.	  Individual	  assignments	  and	  group	  projects	  about	  abortion	  are	  helpful	  to	  increase	  scholarship	  on	  the	  subject	  but	  fail	  to	  provide	  exposure	  to	  all	  students.	  The	  abortion-­‐specific	  courses	  developed	  to	  meet	  student	  demand	  have	  been	  well	  received	  and	  appear	  to	  further	  an	  open	  environment	  to	  discussing	  the	  topic.	  Those	  programs	  tended	  to	  have	  more	  comprehensive	  ways	  of	  addressing	  abortion.	  	  Students	  and	  faculty	  alike	  may	  feel	  conflicted	  about	  abortion	  care,	  but	  by	  providing	  students	  with	  the	  proper	  evidence	  and	  context,	  MCH	  programs	  can	  begin	  more	  productive,	  curious	  conversations.	  Such	  an	  open	  discourse	  could	  facilitate	  a	  true	  exchange	  of	  ideas,	  resulting	  in	  improved	  health	  outcomes	  and	  public	  policy	  that	  meets	  the	  demand	  of	  populations	  most	  in	  need	  of	  services.	  
Recommendations	  
Curricula	  Inclusion	  While	  there	  is	  no	  singular	  ideal	  program,	  it	  is	  helpful	  to	  glean	  several	  lessons	  from	  different	  programs.	  The	  first	  step	  is	  for	  programs	  to	  assess	  and	  evaluate	  how	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they	  are	  addressing	  abortion	  in	  their	  MCH	  curriculum.	  This	  needs	  to	  happen	  at	  several	  different	  levels:	  among	  faculty,	  among	  students,	  and	  then	  among	  COEs.	  A	  professor	  at	  Program	  L	  explained	  the	  necessity	  of	  having	  a	  faculty	  champion	  to	  make	  sure	  that	  abortion	  is	  addressed.	  Identifying	  and	  collaborating	  with	  faculty	  and	  student	  champions	  will	  work	  to	  ensure	  prioritization	  of	  abortion	  in	  MCH.	  	  Though	  this	  is	  not	  advocating	  for	  a	  monolithic	  way	  to	  address	  abortion,	  at	  a	  minimum,	  there	  should	  be	  an	  expectation	  of	  explicit	  inclusion	  amongst	  COEs	  in	  order	  to	  create	  accountability.	  Such	  a	  standard	  could	  be	  developed	  through	  collaboration	  among	  COE	  directors	  who	  could	  then	  delegate	  the	  responsibility	  of	  ensuring	  its	  inclusion	  to	  a	  colleague	  faculty	  champion.	  This	  could	  initiate	  the	  discussion	  for	  including	  other	  underrepresented	  topics	  in	  MCH	  as	  well.	  	  Abortion	  should	  first	  be	  formally	  integrated	  into	  the	  foundations	  course	  to	  provide	  a	  basic	  understanding	  with	  which	  to	  equip	  students.	  Such	  inclusion	  should	  address	  how	  abortion	  care	  composes	  part	  of	  women’s	  comprehensive	  health	  care,	  the	  socio-­‐historical	  context	  especially	  in	  regards	  to	  low-­‐income	  and	  minority	  women,	  and	  the	  consequences	  of	  unsafe	  and	  restricted	  abortion	  globally	  and	  domestically.	  Students	  should	  also	  participate	  in	  a	  values	  clarification	  and	  attitude	  transformation	  (VCAT)	  activity,	  which	  provides	  an	  opportunity	  to	  explore	  the	  nuances	  and	  complexity	  of	  abortion	  care	  in	  order	  to	  move	  beyond	  the	  unproductive	  dichotomy	  of	  right	  and	  wrong.48	  An	  overview	  that	  discusses	  these	  aspects	  will	  provide	  students	  with	  a	  basic	  understanding	  of	  abortion’s	  role	  and	  significance	  in	  MCH	  and	  public	  health	  overall.	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Beyond	  integration	  in	  foundations,	  MCH	  programs	  should	  provide	  students	  with	  the	  opportunity	  to	  learn	  about	  abortion	  in	  more	  depth.	  Programs	  should	  take	  advantage	  of	  the	  flexibility	  that	  electives	  provide	  and	  use	  this	  as	  a	  way	  to	  fulfill	  students’	  academic	  curiosities	  while	  meeting	  a	  greater	  need	  within	  the	  field	  of	  MCH.	  	  This	  would	  satisfy	  the	  academic	  obligations	  that	  programs	  have	  to	  their	  students’	  fields	  of	  interests	  while	  furthering	  opportunities	  to	  advance	  abortion	  scholarship.	  However,	  by	  only	  providing	  abortion	  content	  in	  electives,	  this	  provides	  students	  with	  the	  ability	  to	  opt	  out	  and	  remain	  uninformed.	  Ideally,	  the	  aforementioned	  faculty	  champion	  is	  someone	  conducting	  research	  within	  the	  realm	  of	  abortion	  and	  can	  facilitate	  course	  development.	  
Dealing	  with	  Stigma	  	   Public	  health	  has	  a	  long	  history	  of	  implementing	  practical	  approaches	  to	  deal	  with	  stigmatized	  issues	  such	  as	  needle	  exchange	  programs	  and	  HIV	  testing	  and	  treatment	  for	  sex	  workers.	  Such	  practical	  problem	  solving	  needs	  to	  be	  applied	  to	  examining	  and	  deconstructing	  abortion	  stigma,	  which	  will	  not	  only	  benefit	  those	  in	  need	  but	  society	  as	  a	  whole.	  As	  Kumar	  et.	  al	  succinctly	  state,	  “Ultimately,	  abortion	  stigma	  serves	  to	  erase	  and	  disguise	  a	  legitimate	  medical	  procedure,	  discredit	  those	  who	  would	  provide	  or	  procure	  it	  and	  undermine	  those	  who	  advocate	  for	  its	  legality	  and	  accessibility.”23	  By	  acknowledging	  how	  the	  social	  construct	  of	  stigma	  affects	  different	  levels	  of	  abortion	  acceptability	  and	  accessibility,	  MCH	  leaders	  can	  use	  this	  kind	  of	  critical	  thinking	  to	  dismantle	  other	  stigmatized	  issues.	  Values	  clarification	  and	  attitude	  transformation	  (VCAT)	  activities	  will	  provide	  a	  good	  starting	  point	  for	  discussion	  among	  faculty	  and	  students	  alike.49	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Information	  Sharing	  	  As	  a	  broad,	  interdisciplinary	  field,	  MCH	  programs	  have	  a	  great	  opportunity	  to	  utilize	  their	  diverse	  networks.	  Outside	  organizations	  may	  advocate	  for	  abortion	  inclusion,	  but	  gaining	  faculty	  trust	  and	  program	  knowledge	  may	  be	  difficult.7	  Programs	  like	  the	  Reproductive	  Options	  Education	  Consortium	  for	  Nursing	  (ROE	  Consortium)	  facilitate	  collaboration	  by	  enlisting	  nursing	  faculty	  and	  staff	  to	  provide	  guidance	  and	  resources	  with	  the	  host	  advocacy	  organization,	  Abortion	  Access	  Project	  (AAP).7	  Members	  of	  the	  ROE	  Consortium	  create	  curricula,	  publish	  their	  work,	  and	  inform	  projects	  related	  to	  abortion.7	  A	  similar	  kind	  of	  consortium	  should	  be	  developed	  within	  public	  health	  in	  order	  to	  advance	  basic	  knowledge,	  discussion,	  and	  scholarship	  of	  abortion.	  	  	  Websites	  and	  networks	  like	  ATMCH	  should	  be	  utilized	  and	  expanded	  to	  function	  as	  efficient	  information-­‐sharing	  systems.	  This	  website	  can	  help	  spread	  ideas	  by	  maintaining	  an	  inventory	  of	  current	  program	  content	  and	  methods.	  At	  the	  minimum,	  it	  can	  serve	  as	  a	  basic	  information-­‐sharing	  platform.	  Annual	  COE	  meetings	  and	  conference	  calls	  are	  another	  opportunity	  to	  share	  progress,	  concerns,	  and	  ideas.	  
Coalition	  Building	  	   Reproductive	  health	  care	  and	  abortion	  advocacy	  organizations	  such	  as	  NARAL	  Pro	  Choice,	  Guttmacher	  Institute,	  Planned	  Parenthood,	  and	  Ipas	  among	  others	  should	  have	  strategic	  partnerships	  with	  MCH	  programs	  and	  schools	  of	  public	  health	  (see	  Figure	  3).	  This	  is	  similar	  to	  the	  approach	  that	  the	  Abortion	  Access	  Project	  (AAP)	  took	  in	  developing	  the	  ROE	  Consortium.7	  First,	  these	  organizations	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should	  form	  a	  collaborative	  coalition	  amongst	  themselves	  so	  they	  can	  develop	  a	  shared	  vision,	  common	  language,	  complementary	  reinforcing	  activities,	  and	  a	  support	  system.	  They	  can	  then	  create	  a	  strategic	  plan	  utilizing	  the	  strengths	  and	  resources	  of	  each	  participating	  organization	  to	  further	  the	  coalition’s	  goals.	  The	  coalition	  should	  work	  with	  COEs	  to	  identify	  faculty	  and	  student	  champions	  to	  serve	  as	  trusted	  liaisons	  for	  more	  productive	  partnerships	  with	  schools.	  The	  identified	  key	  stakeholders	  should	  conduct	  needs	  assessments	  and	  do	  systems	  mapping	  to	  analyze	  their	  current	  program	  and	  identify	  opportunities	  for	  growth.	  Members	  of	  the	  coalition	  can	  share	  expertise	  while	  developing	  a	  standardized	  curriculum	  that	  meets	  the	  overall	  need	  of	  addressing	  abortion	  in	  public	  health	  programs.	  A	  dynamic	  monitoring	  and	  evaluation	  plan	  could	  facilitate	  the	  continuous	  enhancement	  of	  content	  and	  activities	  after	  the	  initial	  curriculum	  is	  developed.	  Feedback	  will	  help	  programs	  adapt	  to	  the	  emerging	  needs	  in	  the	  classroom	  and	  the	  field.	  These	  efforts	  will	  result	  in	  the	  development	  of	  an	  effective	  toolkit	  for	  COEs	  and	  public	  health	  programs	  to	  easily	  incorporate	  abortion	  	  Formalized	  partnerships	  would	  provide	  easy	  access	  to	  resources,	  content,	  pedagogic	  methods,	  and	  experts	  for	  facilitation,	  ameliorating	  many	  of	  the	  previously	  identified	  barriers	  to	  abortion	  inclusion	  in	  public	  health	  programs.	  It	  would	  provide	  more	  open	  communication	  between	  researchers	  and	  public	  health	  professionals	  in	  the	  field	  of	  abortion	  while	  training	  the	  next	  generation	  of	  leaders	  in	  abortion	  scholarship,	  advocacy,	  and	  policy.	  A	  special	  faculty	  training	  program	  with	  a	  focus	  on	  VCAT	  activities	  could	  also	  be	  developed	  to	  aid	  faculty	  in	  recognizing	  and	  working	  through	  their	  personal	  biases	  while	  providing	  them	  with	  more	  knowledge	  on	  the	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subject.	  
Limitations	  
Qualitative	  Data	  As	  this	  study	  proceeded,	  it	  became	  clear	  that	  it	  would	  have	  benefited	  greatly	  from	  in-­‐depth	  interviews	  and	  formalized	  surveys	  for	  COE	  directors,	  faculty,	  students,	  and	  abortion	  advocacy	  organizations.	  Unfortunately,	  this	  kind	  of	  endeavor	  was	  beyond	  the	  scope	  of	  the	  master’s	  paper.	  Such	  interviews	  and	  surveys	  would	  have	  ideally	  involved	  a	  director-­‐led	  assessment	  of	  barriers	  and	  potential	  solutions	  for	  their	  programs,	  providing	  a	  comprehensive	  context	  for	  abortion	  inclusion.	  This	  would	  have	  created	  a	  more	  participatory	  approach	  to	  examining	  the	  issue,	  functioning	  as	  a	  needs	  assessment	  while	  providing	  self-­‐identified	  next	  steps.	  Interviews	  with	  students	  could	  have	  encouraged	  MCH	  program	  participants	  to	  reflect	  on	  their	  personal	  learning	  objectives	  and	  assess	  how	  their	  programs	  were	  meeting	  or	  falling	  short	  of	  said	  objectives.	  	  
Access	  to	  Resources	  	  The	  lack	  of	  basic	  information	  on	  abortion	  inclusion	  in	  MCH	  programs	  made	  this	  study	  particularly	  challenging	  since	  there	  was	  no	  larger	  body	  of	  research	  to	  illustrate	  changes	  or	  patterns	  in	  the	  field.	  Restricted	  access	  to	  course	  syllabi	  also	  imposed	  limitations	  on	  the	  information	  reviewed.	  The	  majority	  of	  the	  answers	  on	  Table	  1	  were	  based	  on	  the	  review	  of	  individual	  syllabi,	  but	  some	  faculty	  members	  did	  not	  include	  their	  syllabi	  as	  requested.	  Although	  some	  elective	  courses	  would	  logically	  address	  abortion	  based	  on	  the	  course	  title	  (i.e.	  MCH	  Policymaking,	  Sexuality	  and	  Public	  Health,	  or	  Family	  Planning	  Policies	  and	  Programs),	  the	  lack	  of	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access	  to	  actual	  syllabi	  prevented	  verification.	  Programs	  where	  syllabi	  were	  restricted	  or	  faculty	  did	  not	  respond	  to	  outreach	  may	  incorrectly	  show	  underrepresentation	  of	  abortion	  inclusion.	  On	  the	  contrary,	  programs	  that	  were	  more	  responsive	  may	  appear	  to	  address	  abortion	  robustly,	  but	  without	  knowing	  the	  quality	  of	  abortion	  inclusion,	  that	  could	  also	  be	  misleading.	  	  Lack	  of	  clear	  answers	  and	  limited	  access	  to	  elective	  course	  syllabi	  resulted	  in	  a	  more	  liberal	  classification	  of,	  “number	  of	  electives	  including	  abortion.”	  Due	  to	  the	  informal	  nature	  of	  email	  correspondence	  and	  busy	  professors,	  vague	  answers	  were	  received	  in	  regards	  to	  abortion	  inclusion	  in	  electives.	  Instructors	  often	  relayed	  the	  course	  title	  and	  mentioned	  how	  they	  incorporated	  abortion,	  but	  did	  not	  include	  the	  syllabi,	  preventing	  verification	  of	  its	  inclusion	  on	  the	  syllabus.	  Because	  of	  this,	  electives	  counted	  as	  abortion-­‐inclusive	  were	  a	  combination	  of	  electives	  that	  1)	  professors	  stated	  address	  abortion;	  2)	  the	  syllabi	  explicitly	  mentioned	  abortion;	  and	  3)	  professors	  believed	  they	  addressed	  abortion.	  The	  latter	  category	  arose	  out	  of	  instructors	  talking	  on	  behalf	  of	  their	  colleagues.	  This	  loose	  parameter	  could	  also	  mean	  that	  there	  is	  no	  formal	  instruction	  on	  abortion,	  but	  the	  topic	  arises	  due	  to	  student-­‐initiated	  discussions.	  	  
Accuracy	  of	  Available	  Resources	  Because	  some	  resources	  were	  found	  online,	  they	  are	  not	  all	  the	  most	  recent	  syllabi.	  One	  syllabus	  (from	  an	  elective	  at	  Program	  A)	  dates	  back	  to	  2003	  so	  the	  accuracy	  is	  questionable.	  However,	  the	  vast	  majority	  was	  from	  the	  past	  few	  years.	  It	  is	  also	  possible	  that	  without	  clear	  information,	  the	  program	  structure	  was	  misunderstood	  and	  there	  was	  a	  misinterpretation	  of	  what	  constitutes	  as	  a	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“foundational	  course”	  leading	  to	  over	  or	  under	  counting	  courses	  that	  address	  abortion.	  	  
Scope	  of	  Current	  Study	  This	  project	  was	  limited	  in	  scope	  in	  that	  it	  looked	  mostly	  within	  schools	  of	  public	  health.	  While	  some	  electives	  fell	  under	  other	  disciplines	  (law,	  medicine,	  etc.),	  multiple	  professors	  shared	  that	  they	  were	  not	  familiar	  with	  courses	  in	  other	  departments.	  This	  study	  also	  only	  examined	  courses	  and	  did	  not	  assess	  other	  significant	  options	  to	  learn	  about	  or	  advocate	  for	  abortion	  such	  as	  journal	  clubs,	  centers	  of	  reproductive	  health,	  practicum	  opportunities,	  or	  student	  organizations.	  	  This	  study	  was	  also	  limited	  in	  that	  it	  solely	  examined	  the	  inclusion	  of	  abortion	  among	  many	  less	  visible	  public	  health	  issues	  affecting	  vulnerable	  populations.	  Abortion	  could	  have	  been	  framed	  within	  the	  larger	  umbrella	  of	  sexual	  and	  reproductive	  health	  and	  rights,	  which	  could	  have	  addressed	  other	  similarly	  stigmatized	  issues	  such	  as	  LGBTQ+	  health,	  adolescent	  reproductive	  health,	  and	  inter-­‐partner	  violence.	  It	  is	  important	  to	  see	  whether	  abortion	  is	  unique	  its	  repeated	  exclusion	  from	  foundational	  curricula	  or	  if	  there	  is	  a	  larger	  trend	  of	  public	  health	  addressing	  more	  “comfortable”	  instead	  of	  challenging	  issues.	  
Conclusion	  This	  study	  illustrates	  that	  despite	  evidence	  of	  negative	  social,	  health,	  and	  economic	  repercussions	  of	  restricting,	  criminalizing,	  and	  stigmatizing	  abortion,	  Maternal	  and	  Child	  Health	  programs	  are	  not	  transparently	  or	  consistently	  incorporating	  abortion	  into	  their	  curricula.	  This	  research	  demonstrates	  a	  paucity	  of	  learning	  and	  discussion	  about	  abortion	  in	  MCH	  foundational	  courses	  and	  overall	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curricula.	  While	  there	  are	  no	  standard	  syllabi	  or	  program	  structures,	  there	  are	  certain	  competencies	  and	  topics	  that	  all	  programs	  must	  address	  as	  COEs	  and	  schools	  of	  public	  health.	  It	  is	  the	  duty	  of	  MCH	  Training	  Programs	  to	  equip	  students	  in	  the	  field	  of	  MCH	  with	  the	  proper	  knowledge	  and	  skills	  to	  navigate	  important	  issues	  in	  women’s	  health	  regardless	  of	  controversy.	  For	  these	  reasons,	  abortion	  care	  should	  be	  prioritized	  as	  a	  topic	  in	  MCH	  foundations	  in	  addition	  to	  offering	  electives	  that	  address	  abortion	  in	  more	  depth.	  Such	  exposure	  would	  provide	  all	  students	  with	  the	  proper	  knowledge	  and	  skills	  to	  discuss	  abortion	  and	  other	  difficult	  public	  health	  issues.	  	  Abortion	  remains	  a	  relevant	  and	  significant	  issue	  in	  public	  health	  and	  women’s	  health	  specifically,	  but	  it	  is	  not	  being	  prioritized	  largely	  because	  of	  its	  political	  nature.	  Such	  an	  omission	  undermines	  the	  role	  of	  public	  health	  in	  advocating	  for	  those	  in	  need	  and	  that	  of	  higher	  education	  to	  protect	  scholarship.	  Despite	  the	  political	  climate,	  it	  is	  imperative	  that	  programs	  funded	  by	  the	  MCHB	  remain	  on	  the	  forefront	  of	  research	  and	  advocacy	  for	  women,	  families,	  and	  marginalized	  groups	  locally	  and	  globally.	  It	  is	  only	  through	  an	  active	  discourse	  among	  COEs,	  faculty,	  students,	  administrators,	  and	  public	  health	  professionals	  that	  progress	  can	  be	  achieved.	  Commitment	  to	  mutual	  learning	  and	  a	  shared	  vision	  of	  visible	  abortion	  education	  will	  result	  in	  positive	  collective	  impact	  in	  the	  programmatic,	  research,	  and	  direct	  service	  worlds	  of	  abortion	  care.	  The	  standard	  inclusion	  of	  abortion	  in	  MCH	  curricula	  will	  help	  programs	  fulfill	  their	  mission,	  prepare	  students	  to	  think	  critically	  and	  engage	  factually	  with	  politically	  sensitive	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issues,	  and	  mitigate	  the	  unintended	  negative	  impacts	  of	  abortion	  stigma	  on	  the	  health	  of	  individuals	  and	  their	  families.	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